Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 6 (Backer, Liberman, & Kuehnel, 1986) and/or lack of model specification (Noble, 1991) . It became apparent that program planners needed to pay attention to fidelity, defined as adherence to the standards and principles of a program model . As researchers in other fields have found (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005) , dissemination of mental health program models, even those with strong evidence for effectiveness, is difficult. Moreover, many demonstrations have achieved short-term success but the model has faded or degraded rapidly, presumably because financing regulations, organizational relationships, and data systems have not been aligned to reinforce and sustain evidence-based practices (Drake, Goldman et al., 2001 ).
There are likely many reasons why dissemination efforts have often failed. Certainly one reasons for failure is that most EBPs are complex multi-faceted interventions that are difficult to implement without some level of pre-existing structure and support (Torrey et al., 2001 ).
Program planners often underestimate the infrastructure, practitioner skills, and leadership required for successful implementation.
The assertive community treatment (ACT) model offers an especially vivid case example of these difficulties in achieving successful dissemination of an effective program model. This model has been a huge influence on the mental health field starting with the broad circulation of the findings from the original study showing its effectiveness (Stein & Test, 1980) . Several replications soon followed, and by the end of the century over 25 randomized controlled trials supported its status as an EBP (Bond, Drake, Mueser, & Latimer, 2001) . Unlike many other mental health models (Brekke, 1988) , the critical ingredients of the ACT model were well defined by the model originators. From the time of its earliest dissemination, these core ingredients were generally well understood by program leaders throughout the U.S. (McGrew & Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 7 Bond, 1995) . By the mid-1990s, programs based on the ACT model had spread throughout the U.S. (Deci, Santos, Hiott, Schoenwald, & Dias, 1995) , but fidelity to the original program model was highly variable. Many programs billing their services as ACT were a far cry from the service model envisioned by the model developers (Test, 1992) , which led to the development of practice manuals (Allness & Knoedler, 1998 Stein & Santos, 1998) and videotapes (Harron, Burns, & Swartz, 1993) to provide better guidance to field.
The end of the century brought greater awareness of the scope of the knowledge base on effective treatments for people with SMI. One influential document was the Schizophrenia PORT report, which offered 35 treatment recommendations for schizophrenia that were widely accepted by the psychiatric community (Lehman et al., 2004; Lehman, Steinwachs, & PORT CoInvestigators, 1998) . These recommendations ranged from very specific suggestions (e.g., medications should be prescribed within the recommended dose range) to broad service recommendations (e.g., vocational rehabilitation services should be available to all clients with schizophrenia). While these recommendations were widely endorsed by the psychiatric field, surveys found that the recommendations were not followed in routine service settings with any consistency .
Identification of EBPs
In 1998, a national panel of experts was convened to assess the current status of EBPs for adults with SMI (Drake, Goldman et al., 2001) . The panel designated six practices as evidencebased. Psychiatric Services invited experts in each practice to prepare a review article describing each practice, identified the critical practice principles, summarized the evidence base, and discussed barriers to implementation. Five of these were psychosocial practices: supported employment (SE) , ACT (Phillips et al., 2001) , integrated dual Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 8 disorders treatment (IDDT) (Drake, Essock et al., 2001) , illness management and recovery (IMR) (Mueser et al., 2002) , and family psychoeducation (FPE) (Dixon et al., 2001) . The panel also identified a sixth EBP, involving collaborative medication management (Mellman et al., 2001) , which was been developed and disseminated by Miller and colleagues .
The panel also concluded that simply identifying EBPs was not sufficient to assure their adoption. A more systematic approach to dissemination was needed.
The National EBP Project
The National EBP Project was launched to address the aforementioned deficiencies (Drake, Goldman et al., 2001; Mueser, Torrey, Lynde, Singer, & Drake, 2003; Torrey et al., 2001; Torrey, Finnerty, Evans, & Wyzik, 2003; Torrey, Lynde, & Gorman, 2005) . The investigators hypothesized that implementation of EBPs in routine settings had been impeded by the lack of comprehensive, user-friendly information about the EBPs and their implementation.
In other words, however effective a practice may be, if it has not been appropriately marketed to the key stakeholders who have influential roles in implementing services with community mental health centers, then its dissemination will be inconsistent.
Therefore, the first phase of the National EBP Project involved creation of toolkits for each EBP, consisting of a variety of materials to facilitate practice implementation, such as practitioner workbooks, research articles, introductory and instructional videotapes, and PowerPoint lectures. The toolkits aimed at multiple "stakeholders," based on the findings from prior studies and from focus groups (Torrey et al., 2005) , that implementation is more likely to succeed with active support from the state mental health authority, the leadership within the community mental health center, and practitioners, consumers, and family members. The Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 9 influence of the state mental health authority includes leadership, alignment of policies, and adequate financing (Moser, DeLuca, Bond, & Rollins, 2004; Rapp et al., 2005) .
In addition to these materials, each toolkit contained a "fidelity scale" Mowbray, Holder, Teague, & Bybee, 2003) used to assess the degree of implementation of the EBP at a particular program site. These fidelity scales were viewed as critical tools for successful implementation, given the history of uneven implementation of even well-defined program models. At the inception of the National EBP Project, fidelity scales had been validated for ACT (Salyers et al., 2003; Teague, Bond, & Drake, 1998) and for supported employment (Bond, Becker, Drake, & Vogler, 1997) but not for the other EBPs; thus the fidelity scales for the other practices were developed for the project.
The rationale for using fidelity scales to guide practice is the hypothesis that fidelity to the program model will be associated with outcomes suggested by the research base underlying the EBP. In other words, programs that are higher in fidelity will have better outcomes. This hypothesis has been examined in a wide range of practices, with generally moderate to strong support for the fidelity-outcome relationship (e.g., Blakely et al., 1987; Henggeler, Pickrel, & Brondino, 1999; Jerrell & Ridgely, 1999; McDonnell, Nofs, Hardman, & Chambless, 1989; Oxman et al., 2006) . This hypothesis has been strongly supported in four supported employment studies (Becker, Smith, Tanzman, Drake, & Tremblay, 2001; Becker, Xie, McHugo, Halliday, & Martinez, 2006; Gowdy, Carlson, & Rapp, 2003; McGrew & Griss, 2005) , three of which used the SE Fidelity Scale used in the current study. The fidelity-outcome relationship has been studied in ACT program using a variety of fidelity instruments, with some supporting evidence, although the evidence has been not completely consistent (Bond & Salyers, 2004; Latimer, 1999; McGrew, Bond, Dietzen, & Salyers, 1994; McHugo, Drake, Teague, & Xie, 1999) . One of these Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 10 studies used the same ACT fidelity scale used in the current project (Bond & Salyers, 2004) .
However, no studies have yet examined the predictive validity of fidelity scales for remaining three EBPs studied in the current project.
While making fidelity the primary focus, the National EBP Project researchers recognized that fidelity was but one critical ingredient necessary for high-quality care (Fixsen et al., 2005) . Drake, Bond, and Rapp (2006) have estimated that program fidelity may account for 20% to 60% of the variance in program outcomes -in other words, fidelity has a considerable impact -but is by no means the only important influence on outcome. Two other crucial factors are practitioner competence and attention to consumer preferences (Drake et al., 2005) .
Drake and colleagues also hypothesized that, in addition to the toolkits, another necessary component for successful implementation was systematic training and consultation. Importantly, the National EBP Project group posited that this training needed to be at a sufficient level of intensity to influence change, with frequent face-to-face contacts at program sites (Bond, 2007) .
Thus the National EBP Project researchers developed a training-consultation model that included the following elements : (1) Consultation to state mental health authority, (2) Consultation to community mental health center administrators, (3) Baseline fidelity report, (4) "Kickoff" presentation to agency, (5) Provision of EBP toolkit to agency, (6) Initial skills training for practitioners, (7) Ongoing consultation to sites, and (8) Systematic monitoring of fidelity, principally through periodic fidelity reviews.
Regarding the last element in the strategy -provision of feedback to sites on their level of attainment of fidelity to the program model -the National EBP Project investigators implicitly adapted one of the major strategies in the quality improvement movement of modifying a practice and practice through provision of specific data to practitioners with recommendations Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 11 for change. The notion of influencing program practices through fidelity feedback was not new, but had been informally used in earlier projects (e. g., Bond & Salyers, 2004; Drake, McHugo, Becker, Anthony, & Clark, 1996) . Thus, one of key elements in the implementation model was provision of systematic feedback to the leadership at each study site on their attainment of fidelity to the EBP model.
Each site was expected to develop a steering committee comprised on the agency's leadership and representation of different stakeholders. Thus, the membership might include the center director, clinical director for adult mental health services, the program leader for the EBP being implemented, and others, including family members, clients, and practitioners. The purpose of the steering committee was to monitor the implementation process and to provide input to the agency leadership for needed changes. In practice, formation and maintenance of steering committee varied widely across the different states and across centers. In some sites, the steering committee were very active and presumably influential in the implementation process, whereas this was not so in others. However, even in those sites lacking a formal steering committee, there was a de facto leadership "group" (sometimes a single individual) responsible for the progress of the implementation. Following the fidelity assessments described above, the consultant/trainer prepared a fidelity report containing not only the quantitative findings for the assessment, but also a narrative account for the progress at the site on each component. Thus, as a quality assurance tool, the fidelity scales provided a structure for communicating areas of strength and weaknesses.
According to the implementation model, the consultant/trainer was expected to send the fidelity report to the steering committee within a brief period after the fidelity assessment, scheduling a time to present and discuss the feedback in the report to the steering committee. Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 12 The training consultation model was designed to be one year in duration, with the full recognition that the length of time required for successful implementation would vary.
Based on these ideas, the second phase of the National EBP Project was launched in 2002 with the primary goal of evaluating the effectiveness of this implementation process for the 5 psychosocial EBPs. A related goal was to examine the barriers and strategies associated with successful EBP implementation. Each site was followed for a two-year period. The unit of analysis for this study of implementation was the site, and the primary outcome measure was model fidelity.
The purpose of this report is to compare and contrast changes over time in fidelity between the different EBPs and to use narrative site reports to generate hypotheses about factors influencing the attainment of high fidelity, as measured by the EBP fidelity scales.
METHODS

Sites
The project was conducted in 53 sites in 8 states. By design, there were two different EBPs implemented in each state (with the exception of one state, which disseminated a single EBP). The state mental health authority in each state played a lead role by recruiting sites and developing a mechanism for providing training and consultation, typically through a technical assistance center (Biegel, Swanson, & Kola, 2007; Rapp et al., in press; Salyers et al., 2007) .
With two exceptions (one a psychiatric rehabilitation center and the other a prison), all of the sites were public-sector community mental health agencies, and the EBPs were implemented within their programs of care for people with SMI (e.g., Community Support Programs). State mental health authorities provided a consultant/trainer for each EBP, and sites agreed to provide time for training and supervision and to develop a relationship with the consultant/trainer. Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 13 Each state had a senior researcher who coordinated the evaluation activities for the state in collaboration with the national evaluation, which was directed by the Dartmouth Psychiatric Research Center. Sites also agreed to participate in a range of evaluation activities, which were coordinated by an "implementation monitor" (i.e., a research assistant) who was assigned to each site. Implementation monitors visited the sites regularly to collect systematic qualitative and quantitative data on the process and outcomes of implementation. Institutional Review Board approval was obtained for the overall project and within each state.
Data Collection Procedures
Qualitative. Implementation monitors were assigned to each site to document training and implementation activities. They made monthly site visits where they observed activities related to the implementation. They also conducted regular interviews with trainers and program leaders according the project protocol. Observations were recorded as field notes, and interviews were recorded and transcribed verbatim. These data were entered into a qualitative database and coded along twenty-six dimensions of implementation activity (Woltman & Whitley, in press ).
After two years of data collection, implementation monitors compiled detailed site reports summarizing the implementation process at each site, following a systematic protocol.
Quantitative. At each site, fidelity to the EBP model was assessed at baseline (prior to implementation) and at four 6-month intervals thereafter. In most cases, the local consultant/trainer and implementation monitor completed the assessments together. Senior staff for each evidence-based practice provided initial training to the fidelity assessors and also provided monthly telephone supervision. Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 14
Fidelity Measures
Fidelity was assessed by rating adherence to the principles and procedures specified in the evidence-based practice models. Fidelity scales had been validated previously for assertive community treatment (Teague et al., 1998) and supported employment (Bond et al., 1997) .
During the toolkit development phase we created fidelity scales for the remaining three EBPs (See http://mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits).
The EBP fidelity scales all share a common assessment format. Each fidelity scale consists of 12-28 items, with each item reflecting a specific element in the practice. Items are rated on a 5-point behaviorally anchored scale, with a rating of "5" indicating close adherence to the model and "1" representing usual practice and/or a sharp departure from standards for that element. For example, on the Supported Employment Fidelity Scale, Rapid job search is scored 5 if the first contact with an employer is on average within one month after program entry, whereas 1 represents a delay of up to one year after program entry. Ratings of 4, 3, and 2 represent various gradations between these two extremes. For quality assurance purposes, itemlevel fidelity ratings are used to provide feedback to sites about their relative attainment of a core element in the EBP model. In addition, the average of the item ratings yields a total fidelity score, which expresses a global picture of overall fidelity. The total fidelity score ranges from 1 to 5, with higher scores indicating more faithful implementation. For the National EBP Project we adopted the convention that a total fidelity score of 4.0 or greater was considered high fidelity (i.e., full implementation of the EBP); scores between 3.0 and 4.0 indicate moderate fidelity; and scores less than 3.0 indicated low fidelity (McHugo et al., 2007) . The same convention was adopted for interpreting scores for individual items. Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 15 Despite differences in content, the procedures for assessing fidelity are similar across practices. A fidelity assessment involves a one-day site visits by two trained fidelity assessors to gather information from various sources in order to make ratings on the critical components of the practice. Assessors follow a detailed protocol with instructions for preparing sites for the visit, critical elements in the fidelity assessment, and sample interview questions. The protocol also includes a fidelity assessment checklist, which provides general guidelines for the conduct of a fidelity assessment. Although the specifics of the assessment schedule vary by practice, the assessment typically includes interviews with the program leader and practitioners, observation of team meetings and EBP-related interventions (such as group and individual counseling sessions), accompanying practitioners on community visits, interviews with consumers, and review of consumer charts. After the site visit, each assessor independently makes fidelity ratings. The two assessors then reconcile any discrepancies to arrive at the final fidelity ratings, making follow-up calls to the program leader when necessary to clarify an item rating. After reaching consensus on the fidelity ratings, the fidelity assessors prepare a fidelity report summarizing the fidelity ratings and providing recommendations concerning any components of the practice that are deficient. While fidelity reports typically provide recognition and positive reinforcement in areas of high fidelity (5s), the primary focus is on remediation, particularly items rated 3 or lower. However, the narrative accounts allow for more fine-grain feedback of possible problem areas not captured by the fidelity scale.
As reported by McHugo et al. (in press ), the inter-rater reliability of the fidelity assessments was evaluated with the intra-class correlation coefficient (McGraw & Wong, 1996) , based on a one-way random effects analysis of variance model for agreement between the two fidelity assessors on the total scale scores. The intra-class correlation was computed across all Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 16 assessment points for each fidelity scale. Reliability between pairs of independent assessors was high for all five fidelity scales, ranging from .89 to .99 for the 5 practices.
Classification of content of the fidelity items. While sharing many features in common, including the assessment template for making ratings, the data collection procedures, and a focus on objective, observable data, the 5 EBP fidelity scales differed in content, starting with the dimensions on which the items were constructed. The two earliest scales developed, the ACT and SE fidelity scales, both examine a team-based practice in which certain organizational elements must be in place in order for the practice to be effective. The ACT and SE fidelity scales therefore focused nearly exclusively on what we have come to call structural elements of a practice, i.e., elements defining who delivers the services (Staffing), how the program is organized (Organization), and readily quantifiable features of the delivery of services (Services).
Sample items include: "a full-time nurse for every 50 clients" (ACT Staffing); "integration between employment team and treatment team" (SE Organization), and "80% of client contact are in the community" (ACT Services). As shown in Table 1 , the fidelity items for the ACT and SE fidelity scales are grouped in these three categories. While these two fidelity scales specify how much services should be provided, where they are provided, and to some degree how they are provided (e.g., "individualized job search," "assertive outreach"), to a large extent, the clinical aspects of the practices (what specific interventions are used) are not specified by the fidelity scales. Both the ACT and SE fidelity scales have been factor analyzed (Bond, Vogler et al., 2001; Teague et al., 1998) , but their resultant subscale structures are too fine-grained for the current purposes.
The three new fidelity scales developed for the National EBP Project (IDDT, IMR, and FPE) followed the steps outlined by . Specifically, the fidelity scale Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 17 developers, in collaboration with the toolkit leaders for each EBP, agreed on a set of principles by which the practice was defined. Then one or more items were identified for each principle.
All three of the new fidelity scales included structural elements similar to those for ACT and SE.
However, to a greater extent than for ACT and SE, fidelity was conceptualized for these three additional practices as requiring close attention to behaviors of individual practitioners. Thus the fidelity scales for IDDT, IMR, and FPE included a strong representation of clinical elements (interventions performed by individual practitioners according to a prescribed counseling approach, e.g., stagewise interventions and motivational techniques). The authors had excellent agreement on the classification of the items for the 3 new scales as structural or clinical, as shown in Table 1 . Table 2 . The large majority of SE and ACT sites achieved high fidelity, whereas half of the IMR and FPE did so, and only a small proportion of the IDDT sites. McHugo et al. (2007) also concluded that, overall, most of the increase in fidelity occurred within the first year, as shown in Figure 1 . As further indicated in Figure 1 , fidelity at baseline differed among the practices, as well as the trajectory of improvement. Specifically, the mean baseline fidelity was higher for ACT and SE than the remaining 3 practices and the trajectory for ACT and SE asymptoted quickly within the first year. Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 18
In Table 3 we have separated the structural and clinical items on the 3 newer scales. For IDDT and IMR (but not FPE), the separation over time in the mean scores suggests a clear pattern of more rapid implementation of fidelity for structural elements than clinical elements.
The mean improvement over time in fidelity for structural items on the IDDT and IMR scales was roughly equivalent to that for the total scores for the SE and ACT fidelity scales.
What Accounts for Differences in Fidelity?
The National EBP Project researchers are just now starting to examine the large qualitative data base in search of themes regarding barriers to implementation and strategies for overcoming these barriers. Although this work has just begun, some outlines are starting to emerge. With respect to efforts to improve model fidelity, we suggest the following possible factors: (1) EBP-specific factors, (2) state factors, (3) leadership within the site, (4) use of fidelity reviews.
EBP-Specific Factors
The above findings suggest that some practices are more difficult to implement than others. As been frequently suggested, IDDT is more clinically complex than ACT or SE, therefore its poorer success can be explained by the difficulty clinicians had mastering the skills in order to be rated with high fidelity (Moser et al., 2004) . Staff turnover further inhibited the achievement of high fidelity, as new staff not exposed to the skills training replaced those who had (Woltman & Whitley, in press ).
State Factors
State-level factors had a prominent role in influencing fidelity (Moser et al., 2004; Rapp et al., in press ). One such influence was that of state mental health authorities that tied funding to attainment of fidelity standards. Two states implementing ACT (Indiana and New York) had Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 19 an attractive reimbursement rate for providing ACT, and both states use a licensing/accreditation process for determining which sites were eligible for this source of funding. In both states, the accreditation process was closely linked to fidelity. Consequently, it was not surprising that implementation monitors frequently attributed high fidelity to this accreditation process. In the most successful New York ACT site, the site report noted: Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 20 Another example of state-level influence on fidelity is given by Kansas. As reported by Rapp et al. (in press ), a technical assistance center with a systematic, purposive approach can exert enormous influence on fidelity, through assisting sites to develop steering committees, providing field supervision in the form of showing practitioners at the site how to do the practice, and provision of fidelity reports in a timely fashion. In Kansas, fidelity assessments continued after the 2-year study period ended, and it was expanded to include state-level vocational rehabilitation counselors, as suggested in the following site report: Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 22
In other instances, however, fidelity reviews had little or no influence. Reasons for the lack of impact included instances in which the consultant/trainer did not adequately execute of the fidelity review process and other instances in which the site leadership was not receptive to the feedback. In some cases, the consultant/trainer intervention was at least partly responsible for the lack of impact of the fidelity reviews, as was true for example at one of the FPE sites that withdrew from the project after the first year: The recommendations from this report were not followed.
Face-to-face fidelity reviews were not provided at another FPE, which was successful in conducting two FPE groups with high fidelity to the model, but subsequently discontinued the services due to the lack of sufficient reimbursement and difficulty recruiting families to participate:
The consultant/trainer mailed fidelity reports to the center director and program leader.
The FPE scale with the full set of ratings was not attached to the fidelity reports. FollowFidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Sometimes the fidelity reviews were seen as not helpful, as suggested by this vignette from a FPE site that had uneven implementation:
The consultant/trainer conducted and provided fidelity reports at baseline, 6-months, and 12-months. These reports contained suggestions for improvement, but rarely explained how to achieve these suggestions. The program leader would have liked the consultant/trainer to be more specific and directive in his guidance.
Another weakness in the fidelity review process occurred when the fidelity reviews were tardy, as indicated in this vignette from a high-fidelity ACT site:
The consultant/trainer's fidelity feedback in the first year was spare and often much delayed (e.g., the 12 month fidelity feedback was delayed almost 6 months).
It was also readily apparent that sites that did not have leadership supportive of quality improvement did not profit from the fidelity review process. A vignette from an ACT site illustrates this point: 
DISCUSSION
The diverse set of experiences of the 53 sites in this study suggests that no single factor accounts for high fidelity. Nor is there any single strategy that will assure high quality implementation. Instead, we concur with the recommendation from quality improvement scholars to "attend to many factors and use multiple strategies" (Solberg et al., 2000) . One of the Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 25 key strategies to enhance fidelity used in the National EBP Project was systematic assessment of fidelity and specific feedback to sites regarding areas for improvement. Based on the quality improvement literature, we had hypothesized that this method would a powerful influence on change. In reading the site reports, we were surprised by the relatively lack of emphasis on fidelity reviews as a change mechanism; some sites achieved high fidelity in spite of an apparent disregard of the information provided in these reviews.
Not surprisingly, strong leadership married to a judicious choice of an evidence-based practice compatible with the goals of the host agency were often present in high-fidelity programs. Sites with committed leadership often were more able to use feedback and to make the necessary changes to achieve high fidelity, at least with regard to structural changes, for example, by hiring of staff to fill specific roles, limiting size of caseloads, and prescribing team meetings on a regular basis. Effective leaders also removed barriers to high fidelity, by discontinuing services at variance with the EBP, and by revising productivity standards, paperwork requirements, and other policies in conflict with the EBP they were trying to implement. In the case of supported employment, the impact of concrete administrative actions on improving fidelity was unmistakable, as well documented in the site reports (Bond, McHugo, Becker, Rapp, & Whitley, in press ). Taken as a whole, the strong anecdotal evidence regarding the influence of leadership, organizational culture, and finances suggests an obvious strategy for improving fidelity outcomes; select sites that have characteristics that suggest that they will implement the practice well. Obviously, this is a time-honored strategy that leads funding agencies to choose "star" agencies when offering incentive funding to implement some new program. Other dissemination projects have reached similar conclusions; for example, Katon, Zatzick, Bond, and Williams (2005) recommend "careful vetting of potential partners for Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 26 organizations with stable leadership, healthy finances, a quality improvement culture, and where leaders and clinicians identify a need for improvement" (p. 615).
The uniformly greater achievement of structural elements of fidelity, as compared to clinical elements, can be understood by the greater challenges in achieving the latter. For example, achievement of high fidelity in the area of motivational interviewing requires care in selection of staff with the capacity to acquire the skills, provision of adequate training, and ongoing supervision of practitioners who actively learn the techniques. There was ample evidence during the course of the project that staff selection was not always optimal. Staff turnover attenuated the influence of the initial skills training in light of the fact that this initial training was not always repeated for replacement staff.
More work is needed in the area of articulating the domains of fidelity that are important for attaining adherence to a program model. In this report, we have identified two broad types of fidelity, which we have labeled structural and clinical. Fixsen et al. (2005) differentiate between fidelity measures of context (e.g., staffing qualifications), compliance (practitioners use core interventions prescribed by the model), and competence (i.e., practitioner skills to perform the necessary interventions). Their first category we have labeled structural, while their second and third categories together correspond to our notion of the clinical elements of fidelity.
The state mental health authority was clearly hugely influential in increasing fidelity to assertive community treatment in the two states that had established strong financial incentives for the delivery of these services. In both states, however, the second EBP disseminated as part of the national project did not fare well (Moser et al., 2004) , suggesting that a combination of state support and choice of EBP may be needed to achieve dissemination goals. During the course of the project, we developed a scale to assess state-level factors presumed to affect Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 27 implementation of high-fidelity programs (Finnerty, Rapp, Bond, Lynde, & Goldman, 2005) .
Modeled after the EBP fidelity scales, this scale measures objective indicators at the state level such as the designation of a point person within the state agency responsible for dissemination of the EBP, the establishment of a technical assistance center, state-level policies and regulations aligned to support the EBP, and financial incentives to implement the EBP, and. Preliminary evidence suggests an association between high ratings for the state mental health authority on this scale and high fidelity in programs implementing the practice. Fidelity Reviews in National EBP Project (Stockholm Conference) draft of 9/17/07 Page 29 Note: Scores range from 1 to 5, with 5 being highest fidelity. 
Assessment Poin
